Patients with this tumour may therefore be mis diagnosed as having low pressure glaucoma, so that appropriate treatment is delayed. As far as we are aware there have been no reported cases of high pressure open angle glaucoma where the cause of loss of visual field was due to coexistent sphenoidal ridge meningioma.
Case Report
In 1988 a 62-year-old man was seen by his optician for a .routine eye test, when he was noted to have high intraocular pressures. He was referred to an ophthalmologist and started on timolol eye drops twice a day. A few months later he was offered a job transfer and was referred to our eye unit for further management. showed a diffuse loss of sensitivity in the right eye (Fig. 1 b) . Repeated intraocular pressure assessments, from 0900 to 2100 hours, showed the highest pressure in both eyes to be 26 mmHg. The patient was diagnosed as suffering from primary open angle glaucoma and treatment with betaxolol 0.5% was initiated twice a day to the right eye.
On his follow-up appointment 2 months later the patient continued to complain of pain along the whole right half of his face; he also noted that vision in his right eye had deteriorated to 6/24. An afferent pupillary defect was noted and his colour vision showed a severe red-green defect (2/17 Ishihara colour plates) in the right eye. His intraocular pressure was 20 mmHg; the optic disc appearance remained unchanged (Fig. 2) . Suprathreshold peri metry with the Henson's field analyser revealed a nasal field defect (Fig. lc) . Computed axial tomo graphy revealed a sphenoidal ridge meningioma on the right side which was partially excised (Fig. 3) .
The patient was seen 3 months after his surgery and his visual acuity had improved to 6/6; there continued to be a mild afferent pupillary defect with some recovery of his visual field loss ( • 
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